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Moving away from source-oriented models of communication, this article proposes 
that we reframe our understanding of the “patient” as an active citizen involved in 
individual and collective decision making. Citizens’ health-related decisions in their 
physical, social, and mediated environments are examined. The role of the health 
communication researcher in each of these environments is to increase citizens’ 
decision-making competencies, a task that requires adopting (a) a multilevel concep- 
tualization of health and (b) a definition of communication that involves the exchange 
of shared meaning. 


In this article, we argue that our current understanding of “patient,” which is based 
on unidirectional models of influence from health care providers to recipients, is 
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inadequate for a broader conceptualization of health. We propose instead the use 
of “health citizen” to capture individual and collective group decision-making 
processes that are intimately connected with individuals’ well-being. Traditional 
illness-centered models assume health professionals “know” what is in patients’ 
best interests, and research questions center around factors that inhibit or promote 
rates of compliance. Communication, in this approach, is seen as a one-way flow 
of influence from the health professional to the patient. 

Carey (1989) distinguished between the transmission (or instrumental) and ritual 
conceptualizations of communication. Although the approach just outlined can be 
classified as an instrumental model, one in which information “flows” from the 
source to the receiver (e.g., from the doctor to the patient) and one in which 
information is used as an instrument to bring about change (e.g., compliance), the 
ritualistic model defines communication as the symbolic exchange of meaning, one 
in which the emphasis is on interaction and participation more than on influence 
and persuasion. Communication, in this approach, is said to occur to the extent that 
interactants build on shared experiences and meaning. 

The inadequacies of the instrumental model of communication in health have 
been pointed out elsewhere (see, e.g., Dervin, 1990). Primary criticisms of this line 
of work have centered around its neglect of the patient’s perspective in health 
decision making. By holding the health professional’s intentions and prescriptions 
in primacy, it relegates the patient’s experience and interpretation to a secondary 
role and simultaneously ignores the multiple goals present in the physician—-patient 
encounter, thus enhancing the likelihood of misunderstanding and dissatisfaction 
(Sanders, 1991). 

Recent thinking presents a much more dynamic role for both the provider as 
well as the consumer of health information (see, e.g., Ratzan, 1996). By replacing 
the term patient with more participatory terms such as the health citizen or health 
decision maker (Arntson, 1989), it recasts health as a wellness-centered phenome- 
non (Tinsley & Parke, 1984). By conceptualizing health as a multifaceted concept 
that includes biomedical, psychosocial, and environmental determinants (Jessor, 
1993), a wellness-centered approach is adaptive to problems faced by the popu- 
lation in the latter half of this century, especially as it relates to chronic diseases 
(Ratzan, 1996), the leading cause of morbidity and mortality in the United States. 

Public health efforts to combat the threat of chronic diseases concentrate on 
life-style factors that are amenable to change. Although some diseases have a strong 
genetic component, others are preventable with a behavioral change, which could 
prevent over two million deaths each year in the United States (Healthy People 
2000, 1991). Many psychological theories that focus on both intra- and interper- 
sonal processes have been utilized over the last few decades to enhance our 
understanding of and bring about a change in individuals’ behaviors. Cognitively 
based approaches, such as the health belief model (Becker, 1974), protection 
motivation theory (Maddux & Rogers, 1983), elaboration likelihood model (Petty 
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& Cacioppo, 1981), extended parallel processing model (Witte, 1994), stages of 
change model (Prochaska, 1979), and social cognitive theory (Bandura, 1986) have 
all contributed significantly in this process. 

At the heart of these approaches is the assumption that health behaviors can be 
changed only to the extent that individuals are empowered with effective psycho- 
logical tools that promote learning, some of which include enhanced perceptions 
of self-efficacy, greater knowledge and awareness of health issues, realistic apprais- 
als of barriers, and positive attitudes toward healthier life-styles. Because the 
individual’s well-being is at stake and health behaviors center around what indi- 
viduals do, health promotion efforts, for the most part, have taken an individual- 
centered approach. 

Whereas reliance on psychological processes to modify health behaviors have 
resulted in positive outcomes in diverse domains, many researchers have raised 
concerns that these approaches are too individual focused, that they disregard the 
powerful roles played by institutional forces in shaping individuals’ health (Wein- 
stein, 1987). Examples of such institutional forces include those connected directly 
with medical care facilities, including hospitals and public health departments, as 
well as others that indirectly impact individuals’ health choices and behaviors, such 
as social service systems, immigration service, educational and legal institutions, 
and so forth (Sharf & Kahler, 1996). 

An exclusive focus on individuals places the onus of change on individuals and 
disregards the wider societal-level factors that may inhibit change (Salmon, 1989). By 
implication, those who do not practice healthy behaviors are perceived to be irrespon- 
sible, unmotivated, or incompetent. However, for a variety of reasons, health behaviors 
may not be amenable to individual change as long as structural and societal barriers 
persist. Without taking into account environmental constraints, we run the risk of 
“blaming the victim” (Minkler, 1978). In many urban settings, for example, indigent 
individuals may have to travel long distances to access affordable health care facilities, 
and many impoverished citizens have to forego routine primary care to offset additional 
expenses incurred in making such trips. 

Researchers who have pointed out the need to incorporate societal-level phe- 
nomena in health promotion emphasize that a more effective approach would 
concentrate on community and institutional changes that tackle health problems at 
the source (National Research Council, 1989). As noted by Weinstein (1987), for 
example, urging workers to wear expensive and cumbersome protective gear, in 
the long run, is a less effective strategy than requiring manufacturers to design 
equipment and workplace environment with workers’ safety in mind. 

This article is based on a three-part premise: (a) the individual, community, and 
institutional approaches previously noted are.not mutually exclusive, (b) concepts 
that bridge these approaches will be most effective in understanding and improving 
citizens’ well-being, and (c) the researcher’s role is to increase citizens’ health 
decision-making competencies. By building on shared experiences and collective 
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action, this approach promotes participation and blurs the distinction between 
concepts, such as source and receiver, that signify a one-way flow of information. 


A MULTILEVEL APPROACH 


Pointing out the need for a multilevel approach for a better understanding of health 
has become somewhat of acliche. Researchers have often noted that effective health 
promotion efforts, from both a practical and theoretical perspective, have to 
incorporate individuals; families, peers, and other community groups; work and 
school environments; institutions; and national policies (National Research Coun- 
cil, 1989; Rimal, Fogg, & Flora, 1995). And yet, we have few theoretical frame- 
works for incorporating these multiple levels in our health promotion efforts. Our 
concepts are often operationalized and confined to one level of analysis, despite 
calls for more holistic strategies. 

The first step in synthesizing and applying the disparate research from micro- 
and macrolevel work to health promotion is the recognition that health is an 
individual-level outcome whose causes can be traced to individual, community, 
and institutional levels. At the individual level, antecedents include such variables 
as self-efficacy (Bandura, 1977), knowledge (Chaffee & Roser, 1986), and socio- 
economic status (McGauhey & Starfield, 1993). These individual-level factors, 
however, cannot in and of themselves make substantial changes in individuals’ 
health if community and institutional barriers persist. Efforts to improve individu- 
als’ health have to focus concomitantly on more than one antecedent, such as health 
policy, community activism, and affordable access to medical care. 


ROLE DEFINITION 


Given the changing dynamics of the doctor—patient relationship, it is incumbent on 
researchers to assume a greater responsibility in helping citizens navigate through 
the impending complexities of modern day health care. Indeed, the Federal Gov- 
ernment’s report, Healthy People 2000 (1991), calls on increased participation in 
health decisions by all sectors of society. As a starting point, researchers can 
highlight the citizen role in health care. The traditional patient role can be reframed 
as citizens making decisions with other people about health and well-being (Arnt- 
son, 1989). However, to make these decisions, not only do citizens have to be made 
aware of their rights and responsibilities (Arntson, 1989), they have to assume and 
perceive control over their lives (Makoul, Arntson, & Schofield, 1995), and feel 
empowered to bring about change (Wallerstein, 1992). 

Citizens make decisions in a variety of health-engendering contexts that can be 
grouped into three interrelated environments: physical, social, and media. In each 
context, a different set of decisions is made that can affect citizens’ well-being. Not 
only can failure in any of these contexts lead to adverse health consequences, but 
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an overall healthy life-style is predicated on decision-making competencies in all 
three environments. 

Before elaborating on each of these environments, we point out an important 
caveat: The distinction we make among them is for heuristic purposes only. In 
reality, it is difficult to classify, for example, the domestic environment as either a 
physical or a social one. It is likely both; the domestic environment is shaped by 
the physical structure as well as by the relationships among its inhabitants. Further- 
more, imposing on both these environments is the media environment. It is our 
contention, however, that all three environments can contribute to individuals’ 
decision-making competencies, and, to varying degrees, individuals can shape each 
of the three environments for their own well-being. 


PHYSICAL ENVIRONMENT 


Health care decisions are made ubiquitously. For our discussion, three primary 
locations include the household, where most day-to-day decisions about life-style 
factors and health are made, and where individuals spend much of their life; the 
workplace, where many of the positive (e.g., exercise facilities) and negative (e.g., 
stress) determinants of health reside; and health care institutions, where adverse 
health outcomes are treated and preventive measures prescribed.’ 

The roles of individuals across these settings involve different decision-making 
scripts and strategies. However, extant research on decision making falls short on 
two counts. First, it has ignored the impact of the environment on the nature of 
decisions made by individuals. Psychological theories about decision making and 
judgment (Tversky & Kahneman, 1974), for example, strip from the decision-mak- 
ing process any potential impact of the environment within which the individual 
functions. Second, communication approaches that incorporate the physical envi- 
ronment study one environment (e.g., schools or organizations) in isolation from 
others. Hence, we know a great deal about communication patterns within one 
location, but little about how those patterns may work across locations. 

The research prescription here is one for including individuals’ environments as 
the unit of analysis, not only individuals. Instead of asking, “Which individuals 
change health behaviors?” for example, this line of research would ask, “How do 
various physical environments aid in judgment and decision?” Are factors that 
individuals incorporate in making health-related decisions in the home different 
from those they use in making similar decisions in the workplace? 

Take, for example, decisions regarding the adoption of exercise routines. The 
nature and duration of such activities will undoubtedly be different in the two 


"We do not imply that these are the only physical environments pertinent to the health consumer. 
These three settings were chosen to highlight the differences that locations have in aiding or hindering 
health decision making. 
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settings; exercise routines taken up in the workplace will likely be more struc- 
tured—ones that can be undertaken in a fixed amount of time (e.g., during lunch 
hour) will be preferred over other, open-ended ones. Those taken up at home will 
likely depend on external factors, such as the weather and personal safety, for 
execution. As a result, the latter group of activities may be more irregular. The point 
is not so much that we distinguish health behaviors according to physical settings 
in which they occur, but rather that we acquire a better understanding of how 
physical environments affect health-related decisions. 

How might criteria individuals use in making health decisions differ according 
to where those decisions are made? We offer three considerations. First, each 
environment imposes its own set of options and restrictions, some of which may 
be health friendly, whereas others may not. Promoting healthy practices by allowing 
flexibility in employees’ daily routines, making available nutritious foods in the 
cafeteria, or providing access to child care are just a few examples of workplace 
environments that can be expected to influence employees’ health decisions. 
Similarly, proximity to exercise facilities, prevalence of crime in the neighborhood, 
and threat of domestic violence are realities that will impinge on individuals’ health 
decisions. 

Second, physical environments are closely associated with informational nor- 
mative cues.’ Individuals are less likely, for example, to litter in a clean, as opposed 
to an already littered, environment (Cialdini, Reno, & Kallgren, 1990), supposedly 
because the former informs the individual about the inappropriateness of littering. 
In other words, cues individuals receive from the environment, which might include 
observation of others’ behavior, are often internalized and used as decision-making 
tools. Similarly, we might expect overcrowded health facilities to engender feelings 
of impersonal care. 

Third, some environments are associated with habitual and routine behavior, 
whereas others promote more conscious decision making. We might hypothesize, 
for example, that certain work environments, relative to the domestic environment, 
would promote more mindful and less routinized behavior. Knowledge about the 
nature of behavior (e.g., mindful vs. habitual) as a function of physical environment 
can provide a deeper understanding of the criteria individuals use in making 
health-related decisions. 

Although we have so far focused primarily on barriers to and facilities for healthy 
behaviors imposed by the physical environment, we need also to consider individu- 
als’ perceptions of their environment. Physical environments do not explain com- 
pletely individuals’ choice of health practices. We know, for example, that how 
individuals construe their environment and their abilities to overcome extant 


*Cialdini, Reno, and Kallgren (1990) distinguished between descriptive and injunctive normative 
cues. Descriptive cues provide information on what is normal; it “is what most people do, and it 
motivates by providing evidence as to what will likely be effective” (p. 1015). 
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barriers shape, to a large extent, their choice of activities, likelihood of persevering 
in the presence of setbacks, choice of social networks, and attributions for success 
and failure (Bandura, 1986). Our explanations of health behaviors will remain 
incomplete to the extent that we fail to incorporate both psychological and physical 
realities in our models. Health communication research adopting a multilevel 
approach can bridge the gap between subjective perceptions and objective realities 
by enhancing individuals’ decision-making competencies and raising their aware- 
ness about their rights and responsibilities. 


SOCIAL ENVIRONMENT 


Individuals’ social environments are determined by the nature of their relationships 
with others (Chaffee, McLeod, & Wackman, 1973; Meadowcroft, 1986). With 
regard to health decision making, important social environments are those that 
either promote or inhibit health outcomes. Adolescents’ acquisition of health 
behaviors, for example, can be traced to the makeup of their social circle, including 
peers (Lau, Quadrel, & Hartman, 1990) and parents (Fischoff, 1990). 

Two implications emerge from this understanding. First, health promotion 
efforts cannot neglect the power of injunctive social cues. Conversely, those that 
incorporate individuals’ social environments as a channel of influence are likely to 
increase their effectiveness (see, e.g., Aspinwall, Kemeny, Taylor, Schneider, & 
Dudley, 1991). Second, influences that exist between individuals and their social 
environments are reciprocal (Bandura, 1977). That is, not only do social environ- 
ments shape, but they are also shaped by, individuals’ behaviors, as is revealed by 
studies that demonstrate the role of minority influence (Kitayama & Burnstein, 
1994), as well as those of opinion leaders (Rogers, 1983) on groups. It is, after all, 
the collective behavior of individuals in groups that shapes culture. 

Each of the physical environments noted previously—the home, the workplace, 
and the professional health setting—is also associated with social processes that 
citizens have to negotiate, and each environment acts as a potential socializing 
agent. The community, the family, and key social institutions are also socializing 
agencies that can help influence individuals’ health scripts. Relevant here are 
questions pertaining to how these social entities impact decisions reached by 
citizens. 

There is now a large body of literature to suggest that the family plays an 
important role in shaping individuals’ health. Many health behaviors that have 
long-term consequences, such as smoking, exercise, and dietary practices, can be 
traced to childhood behaviors that are influenced by the family (Chassin, Presson, 
Sherman, & Edwards, 1990). 

Parents are children’s primary socializing agents for political (Dennis, 1986) 
and health issues (Lau et al., 1990), and children’s learning from television is 
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augmented by parental presence (Chaffee & Tims, 1976). Furthermore, there is also 
evidence that children themselves shape parental attitudes and behaviors (Bell, 
1979). 

The implication from these studies is clear: Health behaviors have to be studied 
in the context within which health decisions are made with the realization that the 
role of the family in shaping those decisions is crucial. Fitzpatrick and Wamboldt 
(1990) proposed that we treat the family, as opposed to the individual, as the unit 
of study by investigating the transactional processes that occur within it. According 
to this perspective, a family is “a group of intimates who generate a sense of home 
and group identity, complete with strong ties of loyalty and emotion, and an 
experience of a history and a future” (Fitzpatrick & Wamboldt, 1990, p. 425). 

Applied to the health promotion perspective being proposed here, this definition 
of family includes a collective decision-making process that is rooted in a common 
purpose for all members: that of maintaining and improving the family’s well-being 
(Ell & Northen, 1990). By implication, efforts to enhance the quality of individuals’ 
health have to discover and improve the decision-making processes within which 
individuals function. 

The school and the workplace comprise two other social environments that affect 
individuals’ health and provide them with health decision-making scripts. School- 
based efforts to change children’s health practices have had some success (see 
Bartlett, 1981, for a review; Schall, 1994), especially when health issues are 
presented as an integral part of the school curriculum (Bartfay & Bartfay, 1994). 
Once individuals are out of school, or beyond the primary and secondary school 
age, the workplace provides a common context for acting on health issues. The 
importance of including the role of the workplace environment in shaping individu- 
als’ health decisions emerges from a more pragmatic concern employees increas- 
ingly face: Employers are the major providers of health insurance in the United 
States. Accordingly, as health insurance costs continue to rise, individual health 
decisions are likely to be made at a collective level, with fewer inputs available for 
the individual citizen. The increasingly prominent roles played by health manage- 
ment organizations will likely propel this move further. 

Beyond school and workplace environments, citizens are also community 
members with rights and responsibilities. Expanding to a community-oriented 
model of health communication stresses that the shared experiences of individuals 
can be a motivating factor for a community group to address common health related 
issues through collective action (see Medoff & Sklar, 1994, for an example of how 
one community turned itself around through collective citizen action). Discovering 
and mobilizing community members’ gifts and capacities together with enhancing 
the level of trust among neighbors while engaged in collective health action are 
healthy outcomes regardless of the action’s success (see, e.g., Kretzmann & 
McKnight, 1993, for a guide on how to rebuild communities based on members’ 
assets). Through participatory learning and shared experiences, group members can 
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develop a heightened critical awareness of the social, psychological, political, and 
economic factors affecting specific health issues and the overall public good (Reed, 
1994). Citizens can discover that they have the power and capacity to improve their 
health rather than to depend on health professionals to fix them (McKnight, 1994; 
see also United Way of America, 1995, for seven stories of how communities have 
improved their well-being). Further, citizens often contribute to society collec- 
tively, working in social advocacy groups (e.g., breast cancer coalitions) to affect 
health and policy. The overall goal of these models is to enhance the health status 
and the community’s quality of life through concerted action (Wallerstein, 1992). 

The picture emerging from this conceptualization of health promotion is one 
that is driven by the common goal to imbue within the population the virtue of good 
health and to increase the quality of life: Healthy people living in a society that 
encourages healthy homes, schools, and neighborhoods; workplaces and commu- 
nities prospering in a clean environment; a nonviolent society encouraging disease 
prevention, family support, education, meaningful work, and exercise; and a society 
with an abiding value in collective decision making as a primary determinant of 
the quality and duration of life expectancy of its population (Ratzan, 1994). 


MEDIA ENVIRONMENT 


Much of the research on the role of the media on individuals’ decision-making 
processes has asked questions about the unidirectional flow of influence from media 
institutions to individuals. This line of work is concerned with what media do to 
individuals, not what individuals do with the media. Uses and gratifications 
(Blumler & Katz, 1974) and media advocacy (Wallack, 1990) are exceptions and 
are discussed subsequently. 

The socializing role of the media has been extensively documented (Chaffee, 
Nass, & Yang, 1990; Minow, 1991). Mass media are by far the leading source of 
information for public affairs for most citizens (Chaffee, Ward, & Tipton, 1970). 
The media are also perceived by parents to be one of the most credible sources of 
health information, after doctors and other parents (Bruhn & Parcel, 1982). 
Prominent media-based public health campaigns (e.g., the Stanford Five City 
Project, Farquhar et al., 1990, and the Minnesota Heart Health Program, Pavlik et 
al., 1993) have met with moderate success. Their success can in large part be 
attributed to the mobilization of community groups in their media campaigns 
(Bracht, 1990). 

Although media are excellent vehicles for propagating messages and enhancing 
people’s awareness of various issues, a number of problems still persist. First, the 
mass media have proven to be largely ineffective in motivating people to change 
their high-risk behaviors, especially with regard to AIDS. Second, the prevalence 
of unhealthy behaviors depicted in the media—for example, the preponderance of 
“junk food” consumption and violence—are closely associated with either corre- 
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sponding practices in real life (Gerbner, Gross, Morgan, & Signorielli, 1981), or, 
at a minimum, skewed perceptions of reality. Third, there is growing concern in 
the research community that media-based efforts to improve individuals’ health 
practices are not reaching the underserved population (National Institutes of Health, 
1992) and thus are perpetuating the knowledge gap (Freimuth, 1990) between the 
haves and the have-nots in society. And fourth, efforts to counter the preponderance 
of negative media images (such as those promoting tobacco use through sponsor- 
ships of various sporting and cultural events) are severely handicapped by a lack 
of corresponding public funds, which presents further barriers in setting a healthy 
media agenda. 

These realities paint a rather gloomy picture for health promotion efforts that 
rely on the media to propagate their messages. However, even though most of our 
current understanding of media influences is one of a unidirectional flow of 
information in which societal agendas mirror those of the media’s (McCombs & 
Shaw, 1972), efforts to reverse this direction through media advocacy (Blum, 1994; 
Wallack, 1990) show promise. Media advocacy efforts are concerned with provid- 
ing individuals and communities with a voice in the media environment in order, 
ultimately, to change public policy. 

Similarly, the uses and gratifications approach (Blumler & Katz, 1974) offers 
another perspective on how individuals actively seek and utilize the media. It 
suggests that individuals can and do engage in active decision-making processes 
with regard to the media (Katz, Gurevitch, & Haas, 1973) and are not mere passive 
recipients of information. Further, individuals can be mobilized to make their voices 
heard by media institutions (Freimuth, Greenberg, DeWitt, & Romano, 1984). The 
long-term implication and efficacy of these approaches are still unclear, but, by 
attempting to engage the media in a dialogue, this line of work certainly opens the 
door for bottom-up processes. 


IMPLICATIONS 


This article has examined some of the problems in our current models of health 
promotion and has pointed out the need for a fundamental change in our concep- 
tualization of the traditional term patient. We have argued that the term is no longer 
suitable for people who must decide how to be healthy in their physical, social, and 
mediated environments. Rather, our view of the patient is an active citizen who is 
involved in individual and collective health decision making. A number of impli- 
cations emerge as a result of this reorientation, especially as they pertain to the roles 
of health care providers and researchers. 

Our models of health have to be more comprehensive in terms of how citizens 
make health care decisions within and across various physical and social environ- 
ments. Researchers need to identify the functional decision-making scripts that are 
necessary for citizens to maintain and enhance their well-being in their various 
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physical and social contexts. The processes by which citizens acquire, enact, and 
evaluate these scripts must also be understood (Arntson, 1989). 

Given the perspective we have outlined here, the role of health professionals, 
particularly primary care providers, will have added health promotional importance 
(David, 1994). Not only will it be necessary to provide citizens with the information 
they need to make functional health care decisions (Makoul et al., 1995), it will 
also be necessary for health professionals to encourage patients to accept respon- 
sibility during the encounters; to make decisions about their health; to develop with 
their patients decision-making scripts so that their patients can, as citizens, make 
functional health care decisions in theit homes and communities; and to provide 
feedback to patients about the decisions that were made. For many people, we need 
to help transfer the decision-making authority for their health from professionals 
to themselves in a way that creates a sense of self-efficacy. 

We also need to look at the media’s role differently. Whereas traditional public 
information campaigns have sought to increase people’s knowledge about health 
issues with the hopes that such changes would subsequently lead to healthier 
behaviors, the emphasis on education that we propose is one that improves citizens’ 
decision-making skills about their well-being. The media need to provide models 
of functional decision-making processes for how people can be healthy, not merely 
disseminate health information. 

Another implication of this understanding is the recognition that we can no longer 
measure client compliance and consumer satisfaction as our two most important health 
communication outcomes. Citizens’ competencies to make individual and collective 
health care decisions become the outcome of choice. Citizens’ assessments of profes- 
sional services and whether or not they adhere to treatment plans are all aspects of how 
competently they make decisions about their well-being. 

Our research methodologies also need to reflect this change in thinking. If citizens 
are their own change agents, questions about their state of health and means of 
improving their quality of life cannot be answered according solely to the researchers’ 
definitions. As others have pointed out (see, e.g., Jensen, 1987; Liebes, 1988), we need 
an audience-centered perspective that incorporates subjective experiences and mean- 
ings (Dervin, 1990). Our unit of analysis must also change. Besides talking to 
individuals, we must also record the collective health understandings and decision- 
making scripts of family, community, and work groups. Results from such qualitative 
endeavors can serve as stepping stones for developing more representative measure- 
ment instruments to incorporate quantitative methodologies as well. 
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